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THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DisST. no.az%_ FRIMARY REG., DIST. mm Rmi:lmr': [, R— éd.......

16280

State Flh: No...

- BIRTH NO,
1. PLACE OF DEATH 2. USUAL. RESIDENCE (Whare decossed lived. If institution: residence befors
a. COUNTY a. STATE , b. COUNTY, adintmion),
Pulaskl Michigan Gogebic
b. CITY (1 outsld to limits, writa RURAL and gi ¢, LENGTH OF || .c. CITY
orutalcle earparate T - mv:n.-hlp) STAY l(in this place) OR - 2 ll.éltf;‘:?l;!wr;oﬁ;? mwt:r:#
10w Deville Eibow Cullex T2 TowN ' Ironwood =0 ™D
d. FULL NAME OF (If not ia boapital or imstitution, give streot address or loeation) F. STREET ) (I rural, give location) ‘) / U
HOSPITAL OR . - ADDRESS 5 4
instituTioN Devil'e Elbow MHotel 628 Pabat Street
i NAME OF . (First b. (Middle c. (Last)
DECEASED ¢ ? ) 4 DATE (Month)  (Day)  (Year)
(Type or Print) Donald L. Trudgeon oeath  May 23 1956
5. SEX 6. COLOR OR RACE | 7. NIAD%RMEB. nsls\\’rggcrélsnmso. | 8. DATE OF BIRTH 9. lﬁGE (o yoan| ¥ veca | o | bioce 2w
v (Bpacify), t on Days | Bours | Mis,
M W Married 1 Oct 1919 35 |
10a. u;um. ﬂgﬂﬁm (Give ind of vork “10b. KIND OF BusmssoogT IN; M. BIRTHPLACE |00 i Seare or Foraigs Comntry) / 12, cm%r:'?pwnm
US Army Ironwood, Michigan
13a. FATHER' S NAME 135: MOTHER ™S MAIDEN NAME 14. NAME OF HUSBAND OR WiFE
Willian K. Olarice Kellow(Step) Virginle 0. T eon
i5. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. MA [ TUR I8 A v d DS
{Yee. 0o, orunknown) | (If yes, eive war or dates of service) NO. W URE OR ng Usamnw
Jan 43 to ' gag. aﬁor M5C- F¢,.Wood, Mo,
18, CAUSE OF DEATH . MEDICAL CERTIFICATION _ Ig.‘zgg}m. HBETWEEN
E 1, DISEASE OR CONDITION . ' : AND DEATH
'l&tﬁxﬁf"";‘)‘“ﬁ‘(’g DIRECTLY LEADING TO DEATH*(,; Asphyxlation from aspiration of stomach
o contents and alecoholism, ecute
>Thir docs not mean | ANTECEDENT CAUSES .
the mode of dying, ruch | Aorbid conditiona, if any, gising DUE TO (B)
as heart failure, asthenda, E‘fﬁﬂaﬁ'f:ﬁ%&"ﬁ&ﬁ’m"’ 1. Gastritis, acute, alcoholiec
e, It meons the dir TXRREXTGES
eare, infury, or complica- » Coronary insufficiency
tion which eoused death. | 11. OTHER SIGNIFICANT CONDITIONS
Conditions contributing to the death but not
related to the direare or condition causing death. .
19a: DATE OF OPTEI%AN- 19b., MAJOR FINDINGS OF OPERATION . 2. AUTOPSY?
L T2 DO ves (X wo [
2la. ACCIDENT (Boecity) 210, PLACEOF INJURY (g tnoesbeut | 2lc. (CITY, TOWN, OR TOWNSHIP) (COUNTY} (STATE)
. =~ SUICIDE L a . bonu.!um lnf.m streat, office bldg.. ste) .
~HOMICIDE T
will, 210 TIME (Month) (Day) (Year) (Houwr) | 21e. INJURY OCCURRED | 21f, HOW DID INJURY OCCUR?
INJU ‘., . WHILE AT NOT WHILE
RY _ 8w WORK AT WORK

2.1 hershy erify th that I STEER the deceased m°n 23 M

qnd that death oe?:?rr? a y from the causes and on the date stated abooe
)%—?gnor Lille)a 3b, ADDRES J ‘ﬁ Ewﬂ%s
- Y c wo d.uo.
24n. BURIAL, CREMA- 24c. NAME OF CEMETERY QR CREMATORY 24d. LOCATION (Clty, town, or county) (Biate)
TION, REMOVAL, (Specity} - v
Remayval oy | ITronwopod  Cemetery Ironwood Michizran
DATE REC'D BY LOCAL mua' NATURE 45,1; "1z IRECISW s/ gL GHATURE ADDRESS
- Ry U M—
J - /795 VIl | LT LI L fudii N :f:‘l.;_'ﬁnﬂ R KER
r (Licensed Embalmer's Ststemnent on Reverse Side} -
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STATEMENT BY LICENSED EMBALMER
I hereby certify that the boay whose' name is recorded on the reverse side of this certificate was emb
By me, OF by ... i i , Student Embalmer NG.....veenn,

working under my personal supervision..

Student. ... i Signed.

Signature of Student Embalmer

Licensed Embalmer Nofr?’

P. Q. Addressml

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING {F
to comply ‘with the above ¢tonstitutes grounds for revocation of license}. .

I embalmed by a STUDENT, he also shall sign ir his OWN handwriting,

I¥ this body is not embalmed, fact should be so stated above. '




